MEDI CAL COSTS PEER REVI EW
STATEW DE COORDI NATI NG COW TTEE
DEPARTMENT OF WORKERS' COVPENSATI ON

REQUESTI EOR PEER REVIEW

WA File No. Pati ent/ C ai nant

Appl i cant

Addr ess

Conpl ai nt Agai nst

Addr ess

Nat ure of Injury or Cccupational D sease

Dat e of Acci dent Date Disability Began

Date of First Treat nment Date Disability Ended

Dat e of Last Treat nent

Pl ace of Treat nent

Addr ess

Specify each nedical treatnent, service, and/or cost to be reviewed
and state the reason why you believe the charge is unwarranted.
Supply copies of nedical reports or docunents which relate to and
justify your request for Peer Review Under "Basis for Request”
specify whether <cost of service is excessive, or treatnent is
otherwi se inappropriate, and identify supporting docunent for each
claim

Servi ce Cost

Basi s for Request




REQUEST FOR PEER REVI EW PAGE TWO

Servi ce Cost

Basi s for Request

Servi ce Cost

Basi s for Request

Servi ce Cost

Basi s for Request

(if necessary, continue to another page using this sanme formt)

You nust supply us with docunentation indicating what efforts you have
made to resolve these matters before this Request wll be referred for
Peer Revi ew.

Si gnat ure
of Applicant

Addr ess

Tel ephone

Signed this

Mail to: Medical Costs Peer Review Program
Virginia Wrkers' Conpensati on Comm ssi on
1000 DW Drive
Ri chnond, Virginia 23220
W\C/ PR Form No. 50
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